
with this patient before operation, he has since
been sputum-free. Four other successful re-
movals of a lobe of the lung are now on record.
I firmly believe that resection will be an estab-
lished treatment of lobar bronchiectasis. A
" vicious circle " exists, however, in that death
is not the alternative to operation in the suitable
cases, and the internist must be convinced of
relief before submitting his patient.

We have not, and may not, produce in animals
the purulent secretions plus pleural adhesions
which are the main obstacle to success in human
beings, therefore operative experience in the
human is the main source of progress. Neverthe-
less much has been learned in recent years of the
general technic of lung resection and the operation
is more justifiable.

Fig. 3. Technic of approaching peripheral lung abscess. Parietal
pleura exposed showing normal lung in lower left corner and diseased
lung with thickened pleura in right upper corner. Hemostat intro-
duced with escape of pus.

ACUTE ABSCESS OF THE LUNG.

This is generally a post-pneumonic process,
though frequently occurring after teeth extrac-
tion and tonsil operations. Post-partum sepsis
and certain peritoneal suppurations must not be
forgotten. Through the courtesy of the medical
staff of the Massachusetts Hospital, I have had
the opportunity to study some of these cases in
the medical wards. Spontaneous cure of lung
abscess by the gradual or sudden evacuation of
pus by the bronchus is not of infrequent occur-
rence, and I have learned the importance of giving
the patient opportunity for this method of cure.
The tendency of internists, especially of local
practitioners, is to exaggerate this possibility and
to carry expectant treatment beyond that point

at which surgical drainage is attended with the
best results. A most discouraging amount of time
is lost by the internist in carrying out what seems
to him to be his duty, namely, the localization of
the abscess. Recently before a section on general
medicine I ventured the following assertion :

" The internist should transfer the responsibility
of the case to the surgeon even when he is unable
to definitely localize the seat of the abscess either
by physical examination or by exploratory needle
puncture. This localization is not always pos-
sible, even though the presence of a suppurative
process is unquestionable. The surgeon will seek
the help of the internist as to the area most
probably involved, but the finding of the abscess
becomes his duty, and not that of the internist."

From 16 cases of abscess which I have seen,
8 of which I have operated upon, I have come to
prefer the responsibility of finding the abscess
rather than risk operation at that late stage when
the patient's resistance has been lowered during
prolonged observation and repeated negative
explorations. Continued expectant treatment
may result in a fetid empyema. Drainage of
such empyemata in the presence of abscess is
attended with high mortality. The operative
mortality of uncomplicated acute abscess should
be less than 8% in cases which have not been
delayed by lack of diagnosis or prolonged
observation.

Surgery has a better right which now becomes
a duty to relieve the internist of localizing sup-
purations. I refer to our improved methods.
Exploration for deep abscess in the complete
absence of adhesions is more safely performed
under differential pressure, the use of which, to
say the least, increases our confidence. Further-
more, many recent experimental investigations
have bettered our technic of opening and closing
the chest, and a negative exploration should be
devoid of complications.

Operative infection of normal pleura, and post-
operative pneumothorax should, nevertheless, be
avoided in every possible instance. A careful
search before and during operation for an area
where adhesions are present will prevent the
opening of the free pleural cavity.

In my six cases of acute abscess, I have estab-
lished drainage with no mortality by a method
which I will show on the screen.

- -

CHEST TRAUMATA.*
BY F. T. MURPHY, M.D., BOSTON.

In considering chest trauma, I shall limit my re-
marks to penetrating wounds of the chest wall.
These are practically always the results of stab
or gunshot wounds.

General crushes of the chest are so complicated
by other injuries that their surgical treatment
resolves itself into the routine of "any mutilating
accident case; that is, to meet the most pressing
emergency in any way which will add the least
to the existing shock. As we see these general

*Read at the meeting of the Surgical Section of the Suffolk Dis-
trict Medical Society, March 1, 1911.
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crushes at the Massachusetts General Hospital,
they represent a most hopeless type. Of the 28
cases of this character which I was able to find
in the records, 22 died.

An analysis of the stab wounds of the chest was
to me most interesting, for it developed some

unexpected facts. Of the 42 cases which have
been treated there in the past thirty odd years,
only 4 died. Of these 4, not a single one, to judge
from the written record, was a proper' surgical
risk for operation, as can be seen from the follow-
ing abstracts. One died in the Accident Room
before even an infusion of normal saline could be
given. One died after fourteen hours and was

evidently complicated by some injury to the
stomach; he vomited blood. Another died after
some twenty days in an attack of delirium
tremens, and the fourth was complicated by a
left hemiplegia from a blow on the head.

The gunshot wounds also furnished me with
some unexpected information. Of 75 cases, 15
died. Of these 15, only 4, looked at in the light
of our present-day knowledge, were even fair
risks for exploration of the chest. One of these,
the only woman in the list, presents a graphic
picture of slow hemorrhage; the increase in
pallor is noted, the air hunger, and, finally, the
lapse into unconsciousness. Her life might, I
believe, to-day be saved. Of the other 3, one
was complicated by a wound of the heart, but
lived five days.

As you will see, these results compare very
favorably with any which have been reported,
even though the operation had been performed
under the best modern technic. An analysis of
the symptoms of these cases warrants emphasiz-
ing the following four points :

(1) The very frequent complaint of abdominal
pain, even though the peritoneum was not
affected.

(2) The possibility of a serious hemorrhage
from a wound of the intercostal artery, one case
at autopsy showing this to have been the source
of hemorrhage.

(3) The great power of accommodation of the
lungs to hemorrhage or pneumothorax, if the
change comes on slowly.

(4) Relatively slight danger of fatal hemorrhage
cause of the collapse of the lung and the adherence
of the pleura.

Until the introduction of Sauerbruch's positive-
pressure headpiece of Brauer, exploration of the
chest was undertaken at such a risk that it was
practically prohibitive. It might be compared
with an exploratory laparotomy before the days
of a sepsis. These negative and positive pressure
chambers at once revolutionized the whole
question, because they made it possible to explore
the chest under physiological conditions. They
are, however, bulky and can be used only in a
most effective form in a few hospitals.

With the Meltzer-Auer intubation apparatus,
we have an efficient method, which is portable,
and which is, with a little practice, easily appli-
cable. Given a proper equipment, it remains for
experience to formulate, just as we have for-

mulated the pros and cons for interference in
other grave conditions, principles to govern
these cases of chest trauma. Every stab wound
and every gunshot wound of the chest is not to
be explored, as we all know, but many recover
with rest, morphia and a swathe. On the other
hand, the surgery of typhoid perforations was
not developed by men who never went in
until there was an unmistakable general peri-
tonitis.

As I have seen these cases, and thought about
them, the whole problem seems to me to resolve
itself to a question of differentiating between
shock and hemorrhage, and in determining, if
it be hemorrhage, how much the man will stand
in the way of operation, and how much bleeding
is usually going on. To sew up a tear which is
not bleeding will do no good, for a collapsed lung
protects itself, and the clot will absorb or be
removed later as an empyema.

These cases impressed me as not unlike the
crushes of the extremities. The first down grade
is that of shock, and interference then is fatal.
The return tide sets in, say, in from one to four
hours, and then there is a period when operation
is possible. Given a case of chest trauma, which
has rallied from the initial shock, and then pro-
ceeds to loose ground, I should feel that explora-
tion with the idea of tying the bleeding vessels
offered a greater chance of recovery than medical
delay. I also feel that exploration in proper
hands will become a much less dangerous pro-
cedure than at present. I cannot but feel, though,that as a routine, rest, morphia and the swathe will
give us a lower mortality than anything like
routine operative interference.

THE USE OF THE ESOPHAGOSCOPE IN
ESOPHAGEAL SURGERY.*

BY HARRIS PEYTON MOSHER, M.D., BOSTON.

What can be accomplished by the esophago-
scope in esophageal surgery? The chairman has
asked me to answer this question, and to answer
it briefly. The following statements I hope will
satisfy both requests. The esophagoscope is an

enlarged endoscope. The instruments used in
connection with it are, like the esophagoscope
itself, modeled upon urethral instruments. The
great advantage of the esophagoscope is that
pathological conditions in the esophagus are made
out by sight and treated by sight. Figuratively
and literally, the dark ages of esophageal surgery,,
owing to this instrument, have passed.
THE DANGERS IN THE USE OF THE ESOPHAGOSCOPE.

There are three possible dangers in the use of
the esophagoscope, namely, rupture of an aneu-
rysm, perforation of the esophagus and sloughing
of the esophagus from pressure of the tube. The
first danger ought to be easily avoided. No ex-
amination is permissible if any suspicion exists
that an aneurysm is present. Rupture of the
esophagus, the second danger, should be, like the

*Read at the meeting of the Surgical Section of the Suffolk DistrictMedical Society, March 1, 1911.

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at NYU WASHINGTON SQUARE CAMPUS on June 28, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.


